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SUMMARY
Aim. A survey of general practices in West Glamorgan was
carried out to assess the development of record systems
and practice organization and to relate this to audit activity.
Method. Following mutual agreement practices were vis-
ited by two assessors. Visits were conducted using an
agreed protocol and practice data were recorded on a
semi-structured questionnaire, which had been sent to the
practices in advance of the visits. Practices varied from sin-
gle handed practices to group practices with six partners.
Results. Fifty seven of the 63 practices in the county suit-
able for inclusion were visited (90%). Data were analysed
from 54 practices (three visits were regarded as a pilot).
The practices more likely to be involved in audit were those
with three or more partners and which had modern med-
ical record systems. Audit activity had occurred in 87% of
practices who kept clinical summaries in the notes (com-
pared with 38% who did not), in 87% of practices with long-
term medication summaries in the notes (compared with
40% with no summaries) and in 85% of practices with a
computerized age-sex register (compared with 50% with
no register). All training practices had undertaken audit
compared with 63% of non-training practices.
Conclusion. The survey enabled the medical audit advisory
group to identify the type and degree of audit undertaken
locally and highlighted the characteristics which encourage
this activity. As a consequence the group is able to target
practices who have limited or no involvement in audit and
to offer assistance and advice on record modification likely
to enhance audit activity.
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Introduction
A T a meeting of the West Glamorgan medical audit advisory

group (MAAG) in April 1991, it became apparent to mem-
bers that they had little information upon which to develop a
rational audit strategy for general practice in the county.
Members were unaware of their colleagues' knowledge of the
audit process and of the degree to which audit methodology was
already being applied.
An initial questionnaire sent in October 1991 to all practi-
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tioners in the county yielded a 25% response, and the content of
the replies did not resolve the group's uncertainties. The diffi-
culty of making comparisons between general practitioners has
been recognized by previous exercises in peer review.' It was
therefore decided that a survey would be carried out in which
every practice would be invited to receive a visit from a MAAG
visiting team to determine the level of involvement in audit. For
the purpose of the visit audit was defined as any formal evalua-
tion of performance in any aspect of practice which had resulted
in a change in the future performance of that activity.2 The aims
of the survey were to visit all practices in West Glamorgan to
introduce the concept of audit; to obtain baseline data on the
structure of primary health care in West Glamorgan practices,
clinical records in terms of structure and content, the use of com-
puters and the current and proposed audit activity; to relate prac-
tice characteristics to existing audit activity; and to offer educa-
tional support for audit or in relation to any perceived learning
need identified by audit.3 4

Method
There are 66 general practices in West Glamorgan; 63 of these
were suitable for inclusion in the study (two practices were in the
process of merging and one practitioner was chronically ill).
The MAAG coopted to itself an equal number of volunteer

general practitioners from practices in the county which did not
have any members of the MAAG. The linkage of practitioners in
the visiting teams was structured so that any single-handed
practitioner was paired with a doctor from a group practice.
Teams containing a single-handed practitioner were selected to
visit single-handed practices. The group of practitioners from
which the teams were selected included a spectrum of age, sex
and ethnicity. Each visiting team contained one MAAG member.
A protocol for MAAG visits was established by the expanded

group in an attempt to standardize the visit by each team.
Training visits to practices of MAAG members were videoed
and the presentations analysed by the group in a further attempt
to attain uniformity in the visits. These three pilot visits were
excluded from the final analysis.

All 63 practices were distributed evenly between the eight
MAAG visiting teams. It was agreed that the pilot practices
would not be re-visited during the first year, but the linkage of
practices and visiting teams was established for continuity in
future years. The MAAG member was regarded as team leader
and was responsible for making arrangements for a visit at a time
convenient to the practice. These arrangements were usually
made by telephone. One week prior to the visit a MAAG
information pack was sent to every practice, addressed to the
senior partner. The pack included: a list of the West Glamorgan
MAAG membership; the names of the members of the MAAG
visiting team assigned to the practice; a covering letter from the
MAAG chairman describing the purpose of the visit and inviting
the practice to select an altemative visiting team if desired (no
one made such a request); a questionnaire asking for details of
the structure of the practice; and instructions for an audit of the
diagnosis and treatment of pernicious anaemia, including data
collection forms. Two hours of postgraduate education allowance
was approved for all doctors participating in the visit (the practi-
tioners who attended and the visiting teams). All partners were

British Journal of General Practice, July 1944 311



B Lervy, K Wareham andW Y Cheung

encouraged to be present for the visit, and some practices opted
to invite other primary health team members, particularly prac-
tice managers.

The pattern of the visits followed the agreed protocol:

* Introduction of visitors and practitioners.
* Explanation of the voluntary nature of the visit.
* Check that MAAG pack had been received (if not, another set

was offered).
* Invitation to practice to give their concept of audit.
* Explanation by the MAAG member of the audit process,

enlarging upon or correcting any perceived misconceptions.
* Answering any questions posed by the practice.
* Check through questionnaires, clarifying any uncertainties.
* Discussion of any completed audits or the opportunity of con-

verting data collection into audit.
* Discussion of areas of practice which may be suitable for

audit.
* Discussion of opportunities for collaborative audit.
* Presentation of audit methodology book and audit file.
* All practices were offered a meeting with the senior lecturer

in general practice at the University of Swansea to discuss
specific audits or any other learning needs identified as a
result of the visit.

The arrangements for and content of the visits were assessed
by the practices using an anonymous confidential report form.
The form was left with the practice with the intention that it
should be completed collaboratively by those practice members
present during the visit and returned by post to the MAAG
office.

Statistical analysis
Owing to the nature of the data it was not always possible to per-
form statistical analysis. Where analysis was possible a number
of tests were employed: chi square test with correction for conti-
nuity, the independent t-test with separate variance estimate and
one way analysis of variance with multiple ranges test.
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Results
Fifty seven of the 63 practices (90%) were visited during the
period February to April 1992; 137 of the 181 general practi-
tioners in the 57 practices (76%) attended these meetings. Data
from the three pilot visits were excluded and data from the
remaining 54 practices are reported here.
Of the six practices not visited by April 1992, one practice had

indicated that a visit was not acceptable owing to the majority of
the practice patients living in an adjacent county; the remaining
five practices indicated that they would accept a visit at a later
date.
Of the 54 practices, 39 (72%) described to the visitors audit

activity that had occurred within the previous two years. A total
of 68 audits were recorded. In some practices this activity had
been documented as a report which included details of meetings,
decisions and data analysis, in others more informal data collec-
tion had occurred without subsequent completion of the audit
cycle. The remaining 15 (28%) gave no details of recent audit
activity. Audit activity appeared to be related to practice size
practices with three or more partners were more likely to have
participated in a recent audit project than smaller practices
(Table 1).
The majority of practices (49, 91%) either had an attached

nurse or employed a nurse, and 38 (70%) had both. All five prac-
tices without a nurse were single handed (Table 1). Forty five
practices (83%) had a practice manager; again this was related to
practice size (Table 1). Forty one practices had a computer.

All 54 practices used one or more of three medical record sys-
tems Lloyd George medical record envelopes, A4 folders or

computers. Thirty four practices (63%) were using more than one
method of recording (Table 1). Twenty five practices (46%) were

using A4 records either alone or in combination with one or both
of the other two systems. There was a difference in the occur-
rence of audit activity between the practices with different
recording systems; the only significant difference (P<0.01) was
between the 14 practices using only Lloyd George envelopes
(57% involved in audit) and the 34 practices using a combination
of systems (85% involved in audit).

Thirty one practices (57%) included a summary of clinically

Table 1. Practice characteristics, by partnership size.

Number of practices, by number of partners

1 2 3/3.5 4/4.5 5 6
(n= 14) (n= 11) (n= 8) (n= 9) (n= 9) (n= 3)

Recent audit performed 7 6 7 8 8 3
Practice nurse
Employed 8 10 8 9 9 3
Attached 8 9 6 6a 9 2
None 5 0 0 0 0 0

Practice manager employed 9 7 8 9 9 3
Medical records
LGE 4 3 3 2 1 1
A4 2 1 0 1 2 0
Computer/A4 3 4 1 3 1 0
Computer/LGE 3 2 3 2 4 1
A4/LGE 2 1 1 0 1 0
Computer/LGE/A4 0 0 0 1 0 1

Age-sex register
Manual 5 3 1 0 1 0
Computer 4 6 3 6 4 3
Computer/manual 2 1 3 3 3 0
Total 11 10 7 9 8 3

Training practice 1 2 3 1 6 1

n = total number of practices in group. aData unavailable for two practices. bData unavailable for one practice. LGE = Lloyd George envelope.
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significant conditions in their medical records and a further 13
(24%) were in the process of developing such summaries. Of the
31 practices who had summaries, 27 (87%) were involved in
audit compared with 10 of the 13 practices (77%) who were
developing summaries and three of the eight (38%) without sum-
maries (two practices did not answer this question).
Summaries of long-term medication were kept in patients'

notes by 23 practices (43%) and 13 (24%) had access to such
summaries through their computer system. Of the 23 practices
who kept summaries 20 (87%) participated in audit as did 11 of
the 13 (85%) who had access by computer. Of the three practices
who occasionally kept summaries of long-term medication two
(67%) participated in audit. Audit was conducted in six of the 15
practices (40%) who did not keep summaries of long-term med-
ication.
Fewer than half the practices (26, 48%) had an agreed policy

for the routine recording of blood pressure, smoking history,
alcohol consumption and body mass index. Thirty practices
reported that they recorded blood pressure routinely and 10 occa-
sionally, 27 recorded smoking habit (eight occasionally), 27
body mass index (seven occasionally) and 26 alcohol consump-
tion (seven occasionally). Twenty seven practices (50%) reported
recording both blood pressure and smoking habit routinely.
Of the 54 practices, 48 (89%) had an age-sex register (Table

1). Of the 26 practices which used only a computer system 22
carried out audit (85%), as did 10 of the 12 practices which used
both a manual and computer age-sex register (83%). Only four
of the 10 practices with a manual age-sex register (40%) per-
formed audit. Among the six practices who did not have an
age-sex register, three had performed recent audit (50%).

Fourteen of the 54 practices were training practices (26%)
(Table 1). All of these training practices reported recent audit
activity while of the 40 non-training practices 25 had undertaken
audit (63%).
No significant difference with regard to audit activity was

noted when practices were grouped according to the type of prac-
tice premises. Of 29 practices in single site surgeries 21 per-
formed audit (72%) and of 22 practices with one or more branch
surgeries 16 performed audit (73%). Two of the remaining three
practices based solely in health centres performed audit (67%).
The confidential visit assessment reports revealed that the

arrangements for and content of the visits were acceptable to
98% of the 54 practices and the visits were found to be friendly
by 100%. All 54 practices reported that they were more likely to
participate in audit as a result of the visit.

Discussion
Medical audit has been endorsed by several royal colleges,5-7 but
even so some might regard such scrutiny as a threat to clinical
freedom. Whitehouse has suggested that the time is right to
identify benchmarks in clinical practice.8 In other counties vari-
ous methods have been used to obtain information including both
questionnaires and personal visits (Doncaster MAAG newsletter,
July 1991; Gateshead MAAG newsletter, August 1991). Owing
to the poor response to the questionnaire in West Glamorgan it
was decided that introduction of the process should be under-
taken by personal contact. The 90% access obtained to practices
in this study compares with a mean response of 76% by ques-
tionnaire (range 58-92%) or a mean of 82% through informal
visits by audit facilitators (range 48-100%) (reported in MAAG
newsletters). The confidential visit assessment reports revealed
that the method was acceptable, found to be friendly and that
practices were more likely to participate in audit as a result of the
visit. A total of 103 audits covering a wide range of subjects
have been undertaken by the practices since the initial visit
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(when 68 audits were recorded). The study has produced baseline
data about audit and practice structure which will allow compar-
ison in future years. Medical audit in various guises - peer
review (unpublished report of Welsh GMSC working party,
1973), performance review, practice assessment9 and clinical
accounting'0 - has been proposed by the profession for 20
years. During that time, however, formal audit activity has been
a minority interest, and much audit that has taken place has been
an in-practice activity."I
The 1990 general practitioner contract encouraged the devel-

opment of health promotion clinics. In West Glamorgan 326 pre-
vention and disease management clinics were undertaken by
45% of practices (West Glamorgan FHSA returns, 1991). It was
anticipated that this health promotion activity would have
resulted in practices developing policies for recording patient
data in a structured fashion. In 1985 Fleming and colleagues
reported on two studies conducted in Oxfordshire in 1980 and
1982.12 They showed an appreciable difference for cervical
cytology and blood pressure recording when screening by case
finding compared with opportunistic screening, yet 10 years on
fewer than half of the practices in this survey had a screening
policy for recording a range of health risk identification data.
Summaries of illness in patients' notes and details of long-

term medication, together with a policy of routinely recording
anticipatory data, are regarded as an indication of good practice
performance; they are included in the requirements for appoint-
ment as a training practice (University of Wales College of
Medicine, Criteria for approval and reapproval of GP trainers,
1993). The results of these visits confirmed that training prac-
tices and those which have developed their record systems are
more likely to become involved in audit activity. Although the
survey confirmed that all the training practices conducted audit,
only 26% of practices in West Glamorgan were training prac-
tices, which is much lower than the proportions found by
Fleming'2 in 1982 and Baker'3 in Gloucester, Avon and
Somerset in 1990 (68% and 44%, respectively). The finding that
91% of practices had a nurse is in accord with Baker'3 who
reported that 96% of practices had a practice nurse. Baker'3
reported that 15% of practices were using A4 records (and pre-
sumably 85% were using Lloyd George envelopes) whereas in
this study 46% of practices were using A4 records either alone or
in combination with computer records and/or Lloyd George
envelopes. This shows a marked change in record keeping over
the two years between the studies. In Baker's study 59% of
practices had a computer compared with 76% in West
Glamorgan, which again shows the trend in the two years
between the studies. Baker'3 found that 62% of practices had an
age-sex register; the figure of 89% found here probably reflects
a change in practice generally.
The results of this survey were in agreement with the findings

of Baker'3 in that the greater the practice size the more
developed the practice. It was found that practices with three or
more partners were more likely than smaller practices to employ
a practice nurse and a practice manager, and to undertake audit.
Only 38% of the practices with three or more partners were train-
ing practices and we conclude that in West Glamorgan it is not
training per se that is indicative of innovative practice.
As a result of the visits 10 practices requested meetings related

to audit. Three of these practices were identified as having record
systems which were undeveloped. An individual tutorial was
arranged for each of these three practices with the senior lecturer
in general practice. The practices recorded episodes of care but
lacked modifications such as summaries of illness and treatment
and age-sex registers. In discussion it became apparent that these
practices were not achieving immunization and cervical cytology
targets. The practices are now participating in a programme of
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postgraduate training related to record systems.
As only 50% of the practices in this study recorded blood pres-

sure and smoking habit routinely it was regarded as a priority to
encourage such recording. Advice on methods of recording
anticipatory care data was prepared by the School of
Postgraduate Studies, University of Swansea and circulated to all
practices. Preliminary results in a subsequent survey indicate that
the majority of practices in West Glamorgan will achieve band
three of the new health promotion targets.
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